A New Method of Administering Saline after Abdominoperineal Excision of the Rectum.
By W. SAMPSON HANDLEY, M.S.
THE object of the present short paper is to put forward a method of administering saline after abdomino-perineal excision of the rectum which, in my opinion, will practically abolish death from shock following this operation. An apology may perhaps be needed for this paper, since I have already incidentally referred to the method, which is, inoreover, extremely simple, but the lowering of the present high mortality of the abdomino-perineal operation is an object of such capital importance that I feel justified in emphasizing the method by giving it the prominence of a special communication.
Before describing it, it is necessary to state that my practice is invariably to bring the divided colon out through a stab incision in the left inguinal region, since I feel sure that attempts to bring it down to the anus are very dangerous. After the colon has been divided between clamps by the thermo-cautery and closed by the basting stitch nmethod, reinforced by a purse-string suture, I make the stab incision in the inguinal region and bring through it the blinded upper end of the colon which is then fixed in position. At the close of the abdominal portion of the operation, and before commencing the perineal portion, an area of about I in. in diameter of the protruding surface of the end of the colon is marked out by a purse-string suture which takes up the peritoneal and mnuscular coats. Through the centre of this area a stab incision is made into the interior of the colon, a No. 12 red rubber catheter is introduced, and the purse-string suture is tied round it. The catheter is then transfixed by a needle carrying one of the ends of the tied suture and it is again knotted to the other end so as to hold the catheter in position.
The administration of saline, if necessary, can now be begun before the perineal part of the operation is undertaken, but this is not as a rule needful. When the patient is back in bed the catheter is connected to a reservoir, preferably of the "thermos" type, containing saline at a temperature of about 170°F., and arranged for a delivery of about half a pint an hour. If pain is caused owing to distension of the colon by fluid the catheter should be disconnected and allowed to act as a flatus tube. It is usually desirable to keep up the administration of saline for at least forty-eight hours, possibly longer, with an interval of one hour in every four during which the catheter is allowed to discharge flatus. The delayed shock which so frequently occurs after the operation will be found to remain absent.
I desire to make very definitely and precisely for this method the claim that it will reduce the mortality of the operation to half its present amount. My own experience of the operation is that of a general surgeon; it is accordingly not a large one. I have performed it on nine occasions, and in only one case has death occurred, a mortality of 11 per cent. This mortality of 11 per cent. shows a striking improvement on the usually accepted one of about 25 per cent. It is, moreover, to be noted that in the case which died the fatal result followed intestinal obstruction. In this case I had united the cut edges of the mesocolon to the edges of the parietal peritoneum and had thus excluded the pelvis from the general peritoneal cavity. A coil of small intestine intruded beyond the suture line and no doubt became strangulated. Thus my only death was due to a cause which I now believe myself able to avoid. Two of the patients who survived the operation were aged over 60. It should be added that my most recent case, which is included in the above statistics, was done only a fortnight ago.
DISCUSSION.
The PRESIDENT asked whether Mr. Handley's series included any male cases, since in the male the prognosis after operation was worse than in the female. He also inquired whether the peritoneum had been washed out.
Mr. HANDLEY replied that at least three of the cases were males,.and that it had not been his practice to wash out the peritoneum.
Mr. DOUGLAS DREW congratulated Mr. Sampson Handley on his simple and ingenious device for giving saline; he would adopt the method in the next case he operated on; hitherto he had used subcutaneous infusion. Mr.. Drew did not think it was a good plan to flood the abdominal cavity with saline solution, as it leaked away during the perineal part of the operation, and he thought rather tended to increase the risk of sepsis spreading to the abdomen.
Mr. GORDON WATSON was interested to hear what Mr. Handley said with regard to the use of salines in an abdomino-perineal excision of the rectum. D-28
He quite agreed with the importance of continuous saline infusion both during and after the operation, and recently he had successfully employed the same method which Mr. Handley had described. So far as shock was concerned, he did not consider that it was one of the special dangers of this operation, provided that the duration of the operation was not too long and the patient not too old.
In nearly all his cases, more than twenty, he had been able to combat shock successfully. The great danger and the chief cause of the high mortality was, in his opinion, sepsis and peritoneal complications, such as hernia through the pelvic floor. He would be interested to hear Mr. Miles's opinion, as he had had such a large experience of this operation.
Mr. W. ERNEST MILES thought that Mr. Sampson Handley's method of introducing saline into the colon immediately after the abdomino-perineal ,operation was a very good one. He would certainly try it. Hitherto he had been in the habit of introducing from two to three pints into the peritoneal cavity before closing the abdomen and had found that to answer well. He agreed with Mr. Gordon Watson that the abdomino-perineal operation was not attended by a greater degree of shock than was the operation of perineal excision, in fact, he thought there was less. The majority of the fatalities after the abdomino-perineal operation occurred between the third and the fifth day, and he did not think that they were instances of delayed shock. The cause of death during this period was nearly always due to Bacillus coli infection occurring when the pelvic colon was divided, and in these cases it had been his experience that the introduction of saline into the colon was useless.
Mr. HANDLEY, in reply, said that he did not claim to be a more skilful surgeon than Mr. Miles and other exponents of the abdomino-perineal operation, but his results could not be fortuitous; they required some explanation, and he believed the explanation lay in the particular technique of saline administration which he advocated. It was true that shock was not usually manifest at the end of the operation; it was generally delayed, and it often merged with, and was indistinguishable from, the sepsis which Mr. Miles and Mr. Gordon Watson believed to be the principal cause of the mortality of the operation. Moreover, it was possible, if the patient's blood-pressure was maintained at a good level during the first days after operation, that his resistance to sepsis was thereby increased. It was certain that flushing the kidneys must increase the rapidity of excretion of any circulating toxins. For these reasons, and because the method was at the very least harmless, be pleaded strongly that those who practised the abdomino-perineal operation should give it a trial.
